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ABSTRACT 
Nonorganic, or environmental failure to thrive (FTT) is a devastating 
syndrome of childhood. It is a problem that is prevalent among today's 
society. It has been identified in the literature since the late 19th century. 
Recognition of the complexity and the devastating effects of this problem has 
developed since the 1940's. The causative factor is not a single one, nor is 
it a clearly identifiable factor. Much of the research identified multiple 
factors, with mother-infant interaction and environment playing key roles. 
Authorities in this field advocate prevention of the symrome through 
early identification. This study was undertaken to determine any significant 
differences between the environment and maternal-infant interaction of FTT 
children and thriving children. The theoretical framework for the study was 
based on the Barnard predictive nursing model. 
The design of the research study was descriptive, comparative and 
the sample population included 19 nonorganic FTT children and their mothers 
am 19 thriving children and their mothers from the Salt Lake area. Instru-
ments utilized to obtain data were the Caldwell HOME Observation for 
Measurement of the Environment Scale (Birth to Three Y~ars) and the 
Barnard Feeding Scale (Birth to One Year). The tools utilized in this study 
were specific for observational assessments of the child's environment and 
the maternal-infant interaction. 
Fiooings from the study indicate that there are significant differences 
between scores on the HOME and Barnard Feeding Scale of the FTT group 
and the comparison group. The FTT group generally achieved lower scores 
on the scales than did the comparison group. Significant differences were 
observed in all areas on the Caldwell HOME scale except in the areas of 
avoidance of restriction and punishment and organization of environment. 
Differences between the two groups w,ere noted in all areas on the Barnard 
Feeding Scale except response to distress and responsiveness to parent. 
Nursing implications address the importance of prevention of this 
syndrome through early identification. By preventing the sytrlrome from 
occurring, the devastating effects can be prevented. 
Applications to the nurse clinician role were discussed. Recommen-
dations for further research were presented. 
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CHAPTER I 
INTRODUCTION 
Introduction to Problem 
The close relationship between environmental deprivation of the child 
" and physical and mental growth processes has long been recognized (Suran & 
Hatcher, 1975). The environment is a major de~erminant in the growth and 
development of a child and can either foster or impede the processes vital to 
growth. There are many important aspects of the child's animate and inani-
mate environment; however, the two major factors appear to be the primary 
caregiver and the interaction between the caregiver and the child. In most 
cases, the primary caregiver is identified as the maternal figure or the 
mother. It is generally accepted that the maternal figure or mother provides 
the foundational experiences necessary for emotional and physical growth 
(Patton & Gardner, 1962). 
A specific disturbance of maternal behavior and family organization 
frequently contributes to environmental failure to thrive, also referred to as 
nonorganic failure to thrive (nonorganic FTT). Nonorganic FTT is a syn-
drome of psychosocial etiology primarily seen in infants and young children. 
While the physical symptomatology is that of malnourishment, the syndrome 
can be associated with many proble~s and is more clearly related to social 
and emotional disorders within the family than to economic status of the 
family. 
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As a psychosocial syndrome, nonorganic FIT is unique in that the 
effects upon the child can usually be minimized or completely reversed upon 
removal from the environment. Many children with nonorganic FIT gain 
weight when removed from the home environment, and a reversal in develop-
. mental delays may also be seen. Many of these children experience recurrent 
hospitalizations with an increase in weight and reversal of developmental 
delays. However, these gains are usually followed by subsequent losses 
upon return to the former environment. 
Theoretical Framework 
The theoretical or conceptual framework which will be utilized for this 
study is the predictive model proposed by Barnard and Douglas (1974). The pri-
mary objective of this conceptual model is to deal with those environmental or 
established variables that influence the individual's health. When utilizing this 
framework with child assessment, the researcher is more interested in identi-
fying the variables that influence the child's later development, than making an 
assessment of the child's present status. Predictive nursing involves collecting 
and acting on information that will allow the clinician to provide the client with 
a plan for promoting and maintaining health (Barnard & Douglas, 1974). 
With the shifting emphasis in health care toward prevention and main-
tenance of wellness, nurses within their varying roles are in a strategic 
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position to aid in the prevention of nonorganic FIT. The cyclic nature of 
the FIT syndrome will be perpetuated if professional identification and 
recognition of it occurs after the damage is incurred. Identification of 
families at risk and early recognition of the environmental or established 
variables involved and earIy-therapeutic intervention are critical aspects of 
this type of health care. 
An example of this predictive model or conceptual framework is pre-
sented in Figure 1 (Appendix A). Under this model the types of variables 
which are believed to interact over time to influence child outcomes are: 
(1) the perinatal factors, those physical characteristics of the infant that are 
present at birth or those health status events that are present during. pregnancy 
or result from the birth process which provide a background against which 
the infant begins extrauterine growth and development; (2) the characteristics 
of the parents and child which help to constitute the environment and its 
stimuli within which the child develops; and (3) the parent-child interaction, 
the reciprocal behavior which stimulates development and promotes health 
(Barnard & Douglas, 1974). 
For the purpose of this study the predictive model was applied with 
nonorganic FIT as the outcome or result of the environmental variables sur-
rounding the particular child. Specifically, those variables of concern in 
this study are the inanimate and animate environment of the child and the 
maternal-infant interaction. An assessment of these variables at an early 
age can be used as a. prediction for the cognitive growth and development 
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of the child. 
The inanimate environment of the child is evaluated in terms of the 
variety responsiveness, and complexity of the objects and stimuli available 
. to the child for exploration and manipulation. According to Yarrow, Ruben-
stein, Pederson, and Janakowski (1972) the inanimate environment is divided 
into thrE!e dimensions: (1) variety, which is the number of different objects 
available to the child; (2) responsiveness, which is an index of the feedback 
potential inherent in objects; and (3) complexity, the extent to which objects 
provide information through various modalities. In essense the inanimate 
environment is the characteristics of physical world. It is the magnitude and 
variety of experiences which are available to a child in absence of the care-
taker or stimulation from the caretaker. 
According to Yarrow (1968), the animate environment includes the 
activities of the caretaker, not only physical contact with the child but also 
the use by the caretaker of all the various dimensions and modalities in 
arousing and directing the attention of the young child to the external environ-
ment. Although much of the source of the animate environment is primarily 
the caregiver, this relationship is not unidirectional. It is an interactive 
process between both mother and child. In order to do a more meaningful 
assessment it is important to realize what each participant brings to the 
interaction process and how these affect the ,interaction. 
In the assessment of the feeding behavior, the interaction process 
between mother and infant is examined. The characteristics the mother 
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contributes to the process are examined in terms of her sensitivity and 
response to distress and in her ability to foster social-emotional growth 
and cognitive growth. The characteristics of the infant contributing to the 
process are examined in terms of the clarity of the cues it exhibits and the 
responsiveness to the parent. 
Purpose of the Study 
The purpose of this study wa s to determine differences between the 
environment of children with nonorganic FIT and children who are thriving. 
The areas evaluated in the environmental assessment are (1) the emotional 
and verbal I'esponsivity of the mother, (2) avoidance of restriction and punish-
ment, (3) organization of physical and temporal environment, (4) provisions 
of appropriate play materials, (5) maternal involvement with the child, and 
(6) opportunities for variety in daily stimulation. 
The areas observed during the maternal-infant interaction were: (1) 
the parent's sensitivity to the child's cues, (2) the parent's response to 
stress, (3) the social-emotional growth fostering provided by the parent, 
(4) the cognitive growth fostering provided by the parent, (5) the clarity of 
the child's cues, and (6) the child's responsiveness to parent~ This assess-
ment of the maternal-infant interaction occurred during a feeding, which 
served to evaluate the quality of the environment and maternal-infant inter-
action. This information can be utilized to identify families at risk. Using 
Barnard's conceptual framework, the types of variables which can interact 
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and influence a child's outcome were determined and assessed. 
Research Questions 
The following research questions were addressed in the study. These 
rese~rch questions evolved from the purpose of the study. 
1. Are there specific differences which can be identified between the 
home environment of the nonorganic FTT children and thriving children? 
Is there a difference in: 
a. the emotional and verbal responsivity of the mother? 
b. avoidance of restriction and punishment? 
c. the organization of the environments? 
d. the provision of appropriate play materials? 
e. the maternal involvement with the child? 
f. opportunities that are available for variety in daily stimulation? 
2. Are there specific observable differences between the maternal-
infant interaction of nonorganic FTT children and thriving children: 
a. in the mothers' sensitivity to their children's cues? 
b. in the mothers t response to distress? 
c. in the mothers' fostering of social-emotional growth? 
d. in the mothers' fostering of cognitive growth? 
e. in clarity of cues? 
f. in responsiveness to parent? 
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Conceptual Definition of Terms 
Environment 
The combination of external or extrinsic conditions that affect the 
growth and development of organisms. 
Inanimate environment. Defined in terms of the variety, responsive-
i 
ness and complexity of the objects and stimuli available to the child for explora-
tion and manipulation (Yarrow, 1968). 
Animate environment. The activities of the caretaker, not only physical 
contact with the child, but also the use by the caregiver of various dimensions 
and modalities in arousing and directing the attention of the young child to the 
external environment. 
Maternal-infant Attachment 
An "attachment" can be defined as a unique relationship between two 
people that is specific and endures through time. Specific for this study, it 
is the formation of an early emotional bond between parent and child--specifi-
cally mother and child. Strong bonding enhances behavioral development of 
the infant and fosters a secure attachment between the parent(s) and infant. 
Nonorganic Failure to Thrive 
A syndrome without organic etiology, which is characterized by an 
inability to maintain adequate weight gain in relation to birth weight. It is 
usually seen in infants. 
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Operational Definition of Terms 
Environment 
Operationally the environment is comprised of the emotional and 
verbal responsivity of the mother, avoidance of restriction and punishment, 
organization of the environment, provision of appropriate play materials, 
maternal involvement with child, and opportunities for variety in daily stimu-
lation. These constructs are further operationally defined on the Home Scale 
(Appendix B). 
Maternal-infant Attachment 
Behaviors such as fondling, kissing, cuddling, and prolonged gazing 
serve as indicators of this attachment. These are behaviors that serve both 
to maintain contact and to exhibit affection toward a particular individual. The 
behaviors specific to this study were sensitivity, response to distress, social-
emotional growth fostering, cognitive growth fostering, clarity of cues, and 
responsiveness to parent. These constructs are further operationally defined 
on the Feeding Scale Tool (Appendix B). 
Nonorganic FTT 
In mild cases, the weight curve is flat for one to two months, and 
there is a height/weight discrepancy. In severe cases, the height is above 
the third percentile and the weight is below the third percentile. 
CHAPTER II 
LITERATURE REVIEW 
Nonorganic FTT, or environmental FIT, has also been referred to as 
maternal deprivation, environmental retardation, psychosocial dwarfism, 
deprivation and hospitalism. FTT has long been observed and recognized in 
institutionalized infants. In 1915, Chapin's report on infant mortality increased 
society's awareness of this childhood syndrome. Chapin's study of several 
institutions in the U. S. revealed a nearly 100 percent mortality rate for infants 
under two years of age (Chapin, 1915). Loneliness and emotional deprivation 
were found in infants in institutions (Bakwin, 1949). 
The symptoms of the syndrome of anaclitic depression, described by 
Spitz, closely parallel those of environmental FTT (Spitz, 1945, 1946). Severe 
growth retardation was seen in institutionalized infants in an environment 
devoid of sensory stimulation even though adequate food was available. In a 
study of neglect factors, Freid and Mayer reported that children in a home 
for dependent and neglected children did not recover from growth failure until 
a feeling of security and emotional contentment had been established (Freid & 
Mayer, 1948). 
In a long range experimental study to test for validity of the assumption 
that FTT fn maternal deprivation is a result of psychological factors, Whitten 
presented data which supports the hypothesis that weight gain in maternally 
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deprived infants is not deperrlent upon the level of mothering or maternal 
stimulation. It has been shown that, while improvement in the psychological 
status of disturbed children led to acceleration in growth, this acceleration 
was due to an increase in food consumption that accompanied an improvement 
in appetite (Talbot, 1947). 
Widdowson (1951) studied the effect of emotion on digestion in a popu-
. ,lation of young children in orphanages and replicated earlier findings that 
adequate caloric intake in an unfavorable environment was insufficient to sus-
tain adequate growth. Dramatic evidence was presented of the effects of a 
disturbed emotional climate on heights and weights of school age children. 
Findings were presented by Coleman and Provence which reinforced 
the possibility that environmental retardation or FTT could and did occur in 
children living in families. Growth retardation occurred as a result of psycho-
logical difficulties of the mothers in nurturing their infants (Coleman & Prov-
ence, 1957). In an exploratory /descriptive study of six children and their 
families, Patton and Gardner (1962) presented findings which suggested that 
growth failure may be a true psychosomatic disorder relating to the emotional 
and social environment of the child. A key factor which was identified was 
the mother's childhood marked by rejection and extreme domestic instability. 
Until recently the rationale of why mothers neglect or deprive their 
infants had not been explored. This neglect may result because of the mother's 
insufficient or distorted relationship with her child, or from the child's inability 
to respond to the mothering. Ainsworth (1962) described the neglect as 
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"insufficiency of interaction between a child and a mother-figure. H 
In a presentation of case histories of FTT, Barbero and Shaheen 
(1967) stated that depriving mothers have experienced significant environmental 
psychosocial disruption, such as alcoholism, childhood deprivation, physical 
abuse between parents, and much strain as parents of their own families. A 
preliminary study of thirteen infants with FTT revealed multiple stresses 
plus diminished ability of parents to meet or master their increasing respon-
sibility (Leonard, Rhymes, & Solnit, 1966). A psychiatric study of mothers 
of infants with growth failure secondary to maternal deprivation revealed ten 
of the twelve mothers to have a character disorder. The specific findings 
incllrled a limited capacity for successful adaptation to changing environmental 
circumstances and stress, defects in quality of object relationships, and a 
significantly greater number of character disorders over psychoneuroses 
(Fischoff, Whitten, & Pettit, 1971). Results of a study of the social develop-
ment, emotional adaptation and functioning of mothers of FTT children incH-
cated that the mothers, while not demonstrating any overt psychopathology, 
did differ substantially from the control group. Results indicate that mothers 
of FIT children demonstrated limited ability to perceive their environment 
accurately, limited ability to perceive personal and child-related needs, 
limited ability to adapt to changes within the environment, and limited 
capacity for concern (Pollitt, Eichler, & Chan, 1975). 
Marriage has been identified as the most significant area of stress 
for mothers of FIT children. Although socioeconomic status has been 
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implicated as a factor, nonorganic FIT has been demonstrated among all 
socioeconomic stratas (Glaser, 1968; Pollitt, 1962). 
In a relationship characterized by maternal deprivation, there is 
little physical handling of the child and/or no appreciable social contact. 
The mother may lack positive feelings toward the child, may be uncomfort-
able, child in'sentive or may be unable to realistically assess the needs of the 
infant, such as hunger. Hunger is the need that is primarily misinterpreted 
and feedings have been singled out as a time of conflict between the infant 
and its mother (Elmer, 1960). 
Very little research has been done in the area of determining the 
quality of the environment and the quality of the maternal-infant interaction. 
The literature has identified the need for the direct observation of the 
maternal-infant interaction and direct observation and evaluation of the 
child and caregiver in the home environment (Bullard, Glaser, Heagarty, & 
Pivchik, 1967). A limited study of five families utilized an assessment of 
these two factors. This study revealed limitedness of these assessments in 
predicting potentially abusive families (Snyder & Spietz, 1979). Many research-
ers feel that nonorganic FTI and abuse fall along the same continuum. 
Frailberg (1978) advocates intervention with FTT families on an out-
patient basis. The psychiatric treatment program treats the mother -infant 
dyad or family as a unit, and treatment is highly individualized to that family 
unit. The infant is the primary focus of treatment and is present for all 
sessions. Long-term therapy has high potential for preventing further 
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recurrence of FIT and, hopefully, of physical abuse. 
A case study of pathological sucking behavior in an infant which 
became a form of self mutilation supports the need for early identification 
of this syndrome. This suggests that there are effects of maternal depriva-
tion that are more readily apparent than previously thought. The early 
diagnosis of maternal deprivation allowed for intervention before serious 
growth or developmental problems occurred (Slaughter & Cordes, 1977). 
In a retrospective review of FTT diagnoses and intervention in various 
studies, the hazards of diagnosis by exclusion and delayed intervention are 
explored. In the studies reviewed, aggressive organicity workups yielded 
organic disease as the causative factor in only half of the children. This led 
to delayed intervention for the children and parents. Hence, the need for 
early and appropriate identification is reemphasized (Barwick, 1980). 
Maternal-infant Attachment 
It has been suggested that an infant's most important task is to form 
an attachment with at least one other person (Bowlby, 1969). The theory of 
maternal deprivation evolved from Bowlby's classic study of the early depri-
vation of maternal care as a result of separation of mother and child (Bowlby, 
1961). 
In a study of the origins of reciprocity, Brazelton, Koslowski, and 
Main (1974) stressed the necessity for the maternal figure to be sensitive to 
the needs of the infant. Yarrow et ale (1972) also states that one of the major 
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functions of the maternal figure is to respond to the infant. 
In a classic study of feeding behaviors of young infants and children, 
Gesell (1937) explored. the interaction from the child's view. Feeding behavior 
is regarded as a major key to the understanding of infant personality and is in-
timately bound up with the parent -infant relationship and. family relationships. 
An analysis of the mother's behavior during the feeding interactions and the 
development of the ensuing relationship evolv~ into the theory that deter-
mined that the feeding situation took a central role in the relationship and that 
this behavior served. as a criterion of maternal attitude toward the infant (Brody, 
1976). 
Researchers have suggested that mothers and infants are in tune with 
one another. A study of the maternal-infant interaction of primiparous mothers 
through the first 36 months of life revealed several levels of development that 
an infant progresses through. In order for the pair to be "in tune" with one 
another, the mother must make adaptive changes at each level (Sander, 1962). 
The reciprocity between a mother and infant has been described as a "dance 
of development" (Seligman, 1975). The dance is out of step between mothers 
and their FTT children. 
One of the major components of the maternal-infant interaction is the 
visual aspect. Robson (1945) considers the parameters of maternal-infant 
attachment and the developmental significance of eye -to -eye' contact between 
mother and infant in the first six months of Ufe. Eye-to-eye contact appears 
to elicit maternal caregiving response (Rheingold, 1961; Robson & Moss, 1970; 
Robson, 1945). 
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In more recent studies, the concept of early parent -infant bonding 
has been explored, particularly that of mother to infant. Klaus and Kennell 
(1976) formulated the concept that a major component of distortion or disorders 
of mothering may be the separation of mother and infant during the infant's 
first critical hours of life. Thus, the foundation for adequate attachment or 
bonding is not formed. 
In looking at atypical infants and mothers, two distinct types of inter-
action behaviors were observed. Half of the mothers demonstrated a high 
level of stimulation behavior and controlled the interaction, while the other 
half exhibited a low level of stimulation behavior and allowed the infant to 
control the interaction (Greenberg, 1971). The reciprocity in these mother-
infant pairs was out of step. 
Gordon and Jameson (1970) stress the need for an increase in attention 
to systematic exploration of patterns of attachment in abnormal infant popula-
tions. Speitz and Douglas (1979) looked at maternal-infant interaction and en-
vironment in an attempt to identify ways in which alterations in the attachment 
process could be identified. The feeding scales developed by Speltz were com-
bined with the work of Barnard (1979), and the present feeding scales developed. 
The major variables that have been found in the literature relating to 
the nonorganic FTT syndrome are the mother's own childhood, unfavorable 
environment and its effect on digestion, and the effect of stressful parental 
relationships upon the child. The data from the literature have identified the 
need for the early and systematic assessment of the environment and the 




The design of this study was comparative, descriptive. By utilizing a 
population of nonorganic FTI' children and a control group of thriving children, 
the researcher attempted to identify and explore the observable differences 
within the environment and maternal-infant interaction. Scores from each 
group were compared using the Wilcoxon Matched -pair Signed -rank Test and 
the researcher attempted to draw a correlation between these environmental 
variables and the outcome of nonorganic FTT. 
Sample 
The target population consisted of children with nonorganic FTT cared 
for at the University of Utah Medical Center and Primary Children's Medical 
Center. The sample consisted of 19 FTT children under 12 months of age and 
their mothers selected from the total population of mothers and their FTT 
children accepted for inpatient and outpatient treatment at the two centers 
and from referrals made by private physicians. This sample is also being 
utilized in a larger interdisciplinary research study (O'Regan, 1980), and 
had been evaluated using the same tools as this researcher used on the 
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thriving sample. 
A comparison group of 19 well children and their mothers was 
obtained from a total of 95 well children selected from the FHP clinics in 
Salt Lake City. By using a table of random numbers selection process, the 
comparison group of 19 was selected from the 95. The comparison group was 
matched with the FIT group according to sex of the child and mother's re li-
gious orientation. Religious orientation of the mother was felt to be a major 
factor in this study due to the heavy LDS religious influence in the Salt Lake 
City area. The children were also matched as closely as possible on the age 
at which the feeding observation was done on the FTT subjects. A standing 
comparison for the comparison group was a normal birth weight (> 2500 
grams). 
A sample of 19 thriving mother-infant dyads was utilized am compared 
with 19 FTT mother -infant dyads. The ages of the 38 children ranged from 
one month to 12 months in age. Due to the age limit on the feeding scale, 
children over 12 months of age could not be used. The 38 children all weighed 
more than 2500 grams at birth, am the 19 comparison children were on or 
above the 25th percentile in weight. None of the comparison children had 
ever demonstrated a flattened growth curve or a drop below their normal 
weight curve. None of the comparison group had a history of serious physi-
cal illness. None of the FTT children had an organic etiology for their 
failure to gain weight and develop. All of the FTT children had either a 
flattened curve longer than two months or were below the third percentile 
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for their weight. Of the total number of 38 children, 16 were female and 
22 were male. 
The total number of 38 mothers included 30 mothers of LDS religious 
orientation and 8 mothers of non-illS religious orientation. 
;-
Criteria for Exclusion for Comparison Group 
The following were criteria for exclusion from the study: 
1. Weight: less than 3rd percentile. 
2. Age: greater than 12 months of age. 
3. Birth weight: less than 2400 grams (5# 5 oz.) or greater than 3900 
grams (8# 10 oz.). 
4. Gestation: less than 37 weeks or greater than 41 weeks. 
5. Birth complications: not a reason for exclusion if outcome is 
normal. 
6. Any evidence of growth failure. 
Instruments 
The instruments which were selected for use in this study were the 
Barnard Feeding Scales (Binary Form) and the Caldwell Home Observation for 
Measurement of the Environment (HOME--Birth to Three Years) (Appendix B). 
These instruments were selected on the basis of the constructs they measure 
and on the psychometric characteristics of each instrument. 
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Barnard Feeding Scales (Binary Form) 
By focusing on the feeding interaction, it may be possible to identify 
and define at an early age the individual temperament and reactivity of a child, 
the behavior patterns of response of the mother towards her infant, and the 
reciprocal interacting system that develops between the pair. In reviewing 
the child health assessment model proposed by Barnard am Douglas (1974), 
the interaction between caregiver and infant is defined by six constructs: 
(1) maternal sensitivity to infant cues, (2) maternal response to distress, 
(3) social-emotional growth fostering, (4) cognitive-growth fostering, (5) ~ 
clarity of cues, and (6) responsiveness to parent. The first four constructs 
are related to parent behavior, and the last two constructs are related to 
infant behavior. The feeding scales developed by Barnard (1979) are designed 
to systematically assess and demonstrate the importance of these constructs 
to the quality of the caregiver -infant interaction and to the growth and develop-
ment of the child. The feeding scale instrument measures the constructs by 
a series of dichotomous items in which the rater is required to determine the 
presence or absence of specific behaviors. 
R e liabi li ty 
Reliability of the feeding scales was obtafned in the following manner. 
Three individuals, two masters level nurses with a specialty in maternal and 
child health nursing, and one masters level teacher with a specialty in child 
development, were trained in the use of the scales. Each observed and rated 
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video tapes of the interactions of caregiver-infant pairs during feeding situa-
tions at four separate time periods of the first year of the infant's life (1, 4, 
8 and 12 months). Two individuals rated 12 caregiver-infant pairs each, 
and the third individual rated 6 caregiver-infant pairs; a total of 32 caregiver-
infant pairs were observed and rated. 
The videotaped segments of the interactions were arranged to limit 
the possibility of a halo effect in ratings. Estimates of both internal con-
sistency and test -retest reliability were derived from these ratings of the 
videotaped interactions (King, 1979). Internal reliability estimates for the 
feeding scales ranged from 0.28 to 0.82 (range of N=23.30). 
Validity 
Information for validity was obtained at the 1, 4, 8 and 12 month time 
periods. Jdeally, each of the constructs should represent a separate aspect 
of the caregiver-infant interaction. It is expected that the measurement of 
each construct would contribute unique information about the interaction and 
also that the constructs would be related to the extent that they are measures 
of the same general interaction taken at the same time. Thus, the measure-
ment of the constructs should agree to a certain extent (convergent validity) 
but not so much that one construct is isomorphic with another (discriminate 
validity) (King, 1979). The large number of high correlations among con-
structs on these scales representing shared variance, supports the notion 
that the constructs reflect common aspects of the interactions. 
Caldwell f S Home Observation for Measurement 
of the Environment (Birth to Three Years) 
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The Home Observation for Measurement of the Environment (HOME) 
inventory scale was developed as a means to tap the environmental charac-
teristics of a child from birth to three years that might be associated with 
. favorable outcomes for the child. The purpose of the HOME scale is to 
obtain samples of certain aspects of the quantity and quality of social, emo-
tional and cognitive support available to a young child within the home environ-
ment (Caldwell, 1970). The primary objective that guided the development 
of the HOME inventory scale was the desire to assemble a set of items to 
assess qualities of person -person and person -object interaction that coHec-
tively comprise the infant's learning environment. 
The assessment tool is comprised of six subscales that are found to 
be extremely important to the child during these early years. They are: 
(1) emotional and verbal responsivity of the- mother, (2) avoidance of restric-
tion and punishment, (3) organization of the physical and temporal environ-
ment, (4) provision of appropriate play materials, (5) maternal involvement 
with the child, and (6) opportunities for variety in daily stimulation. The 
above selection of items has been guided by empirical evidence of the 
importance of certain types of experiences for nourishing the behavioral 
development of the child (Caldwell, 1970). 
The HOME inventory scale information is obtained through in -home 
observation of infant am caregiver. To obtain some items interviewing the 
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mother is necessary. The HOME inventory scale is administered at a time 
when the child is awake and involved in his/her normal routine for that time 
of day. 
Descriptive Statistics 
HOME inventory assessments of the 174 Little Rock families of infants 
and toddlers were used to calculate the mean, standard deviation, and standard 
error of measurement for each of the six HOME subscales and the total HOME 
score. The range of the mean was 8.48 (subscale 1) to 2.78 (subscale 6). 
The range of the standard deviation was 2.09 (subscale 1) to 7.31 (subscale 
6). It is notable that the home environment of male and female children differed 
very little (Caldwell, 1978). 
Reliability 
Internal consistency estimates were made for the total scale and each 
subscale. These estimates are based on the Kuder-Richardson 20 formula. 
The coefficients range from. 38 to .89. Considering the length of the scales, 
the internal consistency of the HOME appears to be at an acceptable level 
(Caldwell, 1978). 
HOME data were collected from 91 families in Little Rock, Arkansas 
when the child was 6 months, 12 months and 24 months of age. Using these 
three assessments for each family, it was possible to estimate the stability 
of the HOME inventory for families of infants and toddlers. Results for the 
six subscales at the total scale indicate a moderate to high degree of stability 
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for all subscales, ranging from!. = .24 to !. = • 77. 
Since the mean total score on the HOME increased over two points 
from the 6 -month assessment to the 12 -month assessment and another point 
between the 12-month and the 24-month assessments, the intraclass correla-
tions were also computed as an index of the HOME's stability. As expected, 
the intraclass coefficients are slightly lower than the product-moment coeffi-
cients (Caldwell, 1978). 
Procedure 
1. Permis sion was obtained to sample the well-child population of the 
FHP clinics in Salt Lake City. 
2. Ninety-five (95) children were randomly selected from the well-
child population. Five well children were selected for each age represented 
in the FIT group. 
3. Nineteen (19) well children were selected from the larger popula-
tion of 95, utilizing a table of random numbers. The children were matched 
in age as closely as possible with the 19 FTT children previously evaluated 
in another study while still maintaining randomness. 
4. The mothers of the 19 subjects were contacted by phone and 
asked to participate in the study. 
5. Arrangements were made with the mothers to visit each home in 
order to perform observational assessment of the feeding interaction and 
the home environment of the subject. A one hour time frame was arranged 
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such that the child observed was awake and so that observations coincided 
with the norma 1 feeding time. 
6. In the home setting the procedure was explained and the consent 
form signed. The feeding interaction was observed and then the environ-
mental assessment was completed. The scales were filled out immediately 
after leaving the home setting. 
7. Prior to the observation ani assessment the parent signed a consent 
form. The consent form was coded to assure anonymity. 
8. The observational data were recorded on the data collection forms 
which were coded to assure anonymity. 
CHAPTER IV 
DATA ANALYSIS 
This chapter contains the relationship of the data to the research ques-
tions. There will follow a discus sion of these findings as they pertain to the 
conceptual framework and the implications for nursing. 
The data from this study were analyzed using the Wilcoxon Matched-
pairs Signed-rank test (Runyon & Haber, 1971). The sign test simply utilized 
information concerning differences between the pairs. The Wilcoxon Matched-
pairs Signed -rank test utilizes the quantitative information inherent in the 
ranking of the differences. The magnitude as well as the direction of these 
differences is considered. 
The Wilcoxon Matched -pairs Signed -rank Test was utilized for the 
pairs (nonorganic FIT and well child) for the total scores as well as for each 
individual subscale score on both the Barnard Feeding Scale and the Caldwell 
HOME scale. Appendix B is the Wilcoxon Matched -pairs Signed -rank analy-
sis. 
Table 1 gives the descriptive statistics for the HOME scale. The 
table includes the mean score for both groups on each individual scale and 
for the total scale score. The table also indicates the statistical T score 
(Wilcoxon Matched-pairs Signed-rank) ani the level of significance. 
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Table 1 
Descriptive Statistics: Home Observation for 
Measurement of Environmental Scale 
FIT Comparison 
N* X X T E. 
Emotional and verbal 
responsivity of mother 15 9.6 10.1 41 .01 
Avoidance of restriction 
and punishment 11 6.2 6.4 31 NS 
Organization of environ-
ment 12 5.4 5.5 33.5 NS 
Provision of appropriate 
play material 14 6.3 8.5 11.5 .01 
Maternal involvement 
with child 17 3.8 5.3 17 .01 
Opportunitie s for variety 
in daily stimulation 14 2.2 3.2 4.5 .01 
Total 10 33.9 38.7 20 .01 
*As with the sign test, a zero difference in scores cannot be con-
sidered as either a negative or positive change. Therefore, pairs with a 
zero difference in scores were dropped from the calculations (Runyon & 
Haber, 1971). 
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Table 2 indicates the descriptive statistics for the scores from both 
groups on the Barnard Feeding Scale. The mean scores for both groups 
are- givenJor eacb individual sUbscale. and for the total scale. The last 
two columns indicate the statistical T score and the level of significance. 
Research Question 1: Are there specific differences which can be 
identified between the home environment of the nonorganic FIT 
children and thriving children? 
Table 2 
Descriptive Statistics: Barnard Feeding Scale 
FIT Comparison 
N X X T E. 
Sensitivity to cues 18 12.4 13.8 39.5 .05 
Response to distress 6 10.6 10.7 8.5 NS 
Social-emotional 
growth fostering 14 10.7 12.8 2.5 .01 
Cognitive growth 
fostering 18 4.9 8.0 2.5 .01 
Clarity of cues 15 12.1 13.3 16 .02 
Responsiveness to 
parent 17 7.5 8.7 40.5 NS 
Total 18 58.5 67.6 6.5 .01 
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The scores in Table 3 (Appendix C) represent the total scores 
achieved by each group on the Caldwell Home Scale. As was expected, 
there is a significant level of difference between the FTT and comparison 
group (E. < . 01). While these scores reveal a significant overall difference, 
the scores do not indicate in which specific areas these differences occur. 
Tables 4-9 (Appendix C) indicate more clearly where the specific differences 
can be found. 
Research Question 1a: Is there a difference in the emotional 
and verbal responsivity of the mother? 
Table 4 (Appendix C) represents the scores for each group in emo-
tional and verbal responsivity of the mother. Observations include such 
behavior as spontaneous vocalization by mother to child, mother I s speech is 
clear and statements are appropriate conversational length, the child is 
occasionally allowed to engage in messy play and mother spontaneously 
praises the child IS qualities. The data in this part of the study is not signi-
ficant at the • 05 level. Therefore there is no difference between the level of 
responsivity of the FIT mothers and the mothers in the comparison group. 
Research Question Ib: Is there a difference in avoidance of 
restriction and punishment? 
The difference between the scores represented in Table 5 (Appendix 
C) is not significant at the .05 level. Under the heading of avoidance of 
restriction and punishment, behaviors such as shouting at child during 
visit; slapping or spanking child during visit or reports of more than one 
episode of physical punishment during preceding week are evaluated. These 
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findings indicate that ITT mothers are not more likely to use restriction 
am punishment as a form of discipline. 
Research Question Ic: Is there a difference in the organization 
of the environment? 
Organization of the environment implies stability of the environment 
surrounding the child. Areas such as care provided by one of three regular 
substitutes when mother is away; child is taken regularly for care; child has 
special place for toys and play environment is free of hazards are all included 
on this subscale. The scores depicted in Table 6 (Appendix C) do not show a 
difference that is significant at the. 05 level. Hence, the organization of the 
environments are similar between the two groups of children. 
Research Question ld: . Is there a difference in provision of appro-
priate play materials? 
The data in Table 7 indicates that there is a significant difference in 
the provision of appropriate play materials between the FIT group and 
comparison group (E. < .01). This subscale includes items such as learning 
equipment appropriate to age, eye -hand coordination toys, literature or music 
toys and muscle activity toys. The analysis of the scale reveals that the 
mothers in the comparison group were more likely to provide toys appro-
priate to age and toys that encourage learning or muscular coordination for 
the child. 
Research Question Ie: Is there a difference in maternal involve-
ment with the child? 
Table 8 represents the scores compiled in this area by both groups. 
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The difference between the groups is significant for this study (.e. < _ 01)_ 
The parameters measured. in this area include mother keeping child within 
visual range, "talking" to child while doing her work and consciouslyencour-
aging developmental advance or the acquisition of new skills. The comparison 
mothers are found to exhibit this type of behavior more consistently than the 
FIT group_ 
Research Question If; Is there a difference in opportunities that 
are available for variety in daily stimulation? 
Opportunities for variety in daily stimulus include such areas as 
father providing daily care; child eats at least one meal a day with parents, 
child is read stories three times a week am child own~; three or more books. 
Table 9 (Appendix C) indicates the scores achieved in this area. The differ-
ence in the two sets of scores is significant for this study (E. < _ 01). These 
results indicate that the well children or comparison group are afforded more 
opportunities for daily variety in their environment. These children are 
exposed to more and different stimulation than are the FIT children _ . 
Research Question 2: Are there specific observable differences 
between the maternal-infant interaction of nonorganic FIT 
children and thriving children? 
Table 10 (Appendix C) represents the total scores obtained by the 19 
pairs on the feeding scales. The total score is achieved by counting the 
number of specific behaviors which were present during the feeding observa-
tion. As was expected, a significant difference can be seen between the FTT 
group and the comparison group (p < .01). The FIT group achieved lower 
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scores than did the comparison group. However, these total scores do not 
iIrlicate in which specific areas the pairs differed. 
Research Question 2a: Is there a difference in the mother's 
sensitivity to cues? 
Table 11 (Appendix C) iIrlicates scores for the feeding subscale 
sensitivity to cues. This is one of the four subscales measuring maternal 
behavior. Behavior such as parent positioning infant, verbal stimulation from 
parent and pace of feeding are accounted for on this subscale. A significant 
difference is seen in the scores between the two groups (E. < .05). Mothers 
in the comparison group were more positive to the hunger and feeding cues 
of their children and displayed the above behavior more often than the FIT 
group. 
Research Question 2b: Is there a difference in the mother's 
response to distress? 
A significant difference was not observed in the area of response to 
distress. Table 12 (Appendix C) represents the scores obtained by bo~h 
groups of mothers. The scores are very similar between the groups. The 
reason for the close s~mi1arity is because distress was observed in only 
four of the FTT interactions and in only two of the comparison interactions. 
Infant distress and maternal response to distress was not observed often 
enough to draw accurate conclusions. 
Research Question 2c: Is there a difference in mother's 
fostering of social-emotional growth? 
Analysis of the figures represented in Table 13 (Appendix C) indicate 
a significant difference in the social-emotional growth fostering provided 
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by the mothers in each group (E. < .01). Behavior such as the enface posi-
tion, eye contact, facial expression and social interaction were observed for 
during the interaction. These types of behavior were noted more frequently 
among the comparison group than the FTT group. 
Research Question 2d: Is there a difference in mothers' 
fostering of cognitive growth? 
Table 14 (Appendix C) represents the scores achieved by both groups 
in the area of cognitive growth. Cognitive growth encompasses such behavior 
as allowing the infant to explore the breast, bottle or food; verbal description 
of food to infant; verbalization other than about the food and the response time 
of parent to child vocalizations or body movements. The difference between 
these groups was statistically significant (E. < .01). The majority of FTT 
mothers demonstrated less cognitive growth fostering during the interaction. 
Research Question 2e: Is there a difference in clarity of 
cues? 
Clarity of cues refers to behavior manifested by the infant which is 
directed toward the parent. Behavior such as alertness during feeding; 
facial or eye contact with parent during feeding; and vocalization and smiling 
during feeding are included in this construct. Table 15 (Appendix C) repre-
sents the data obtained in this area. Analysis of data reveals that there is 
a significant difference in the clarity of cues exhibited by both groups. 
Overall, the cues exhibited by the comparison group were more clear cut 
and identifiable than those exhibited by the FTT group. 
Research Question 2f: Is there a difference in responsive-
ness to parent? 
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The area of responsiveness to parent is also concerned with behavior 
manifested by the infant. This includes behavior such as response to play 
or social games of parent, response time of infant after parent vocalizes 
and exploration or reaching out toward parent during feeding. Table 16 
(Appendix C) shows the compiled scores in this area. The degree of differ-
ence is not significant at the. 05 or .01 level (p. < .10). Therefore, the 
responsivity on the part of the infant is considered equal for both groups. 
CHAPTER V 
DISCUSSION OF FINDINGS 
The data obtained demonstrate that there is a variance in the home 
environment and maternal-child interaction of FTT children and thriving 
children. Each of the significant findings will be discussed in relation to 
the literature and theoretical framework and additional questions posed. 
Interpretations of these findings tend to be subjective. The researcher has 
identified in the subsequent discussion aspects which may have had varying 
degrees of importance in terms of results of the study. 
The first research question pertains to the difference between the home 
environment of FTT children and thriving children. Significant differences 
are observed in the areas of emotional and verbal responsivity of the mother, 
provision of appropriate play materials, maternal involvement with the child, 
and opportunities for variety in daily stimulation. 
With limited amount of data available in this particular study, this 
researcher can only speculate as to why these significant differences were 
observed. These speculations are derived from findings presented in the 
literature. The data results and speculations regarding the results are 
incorporated into the parent-infant interaction section of the predictive 
nursing model. 
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It is the opinion of this researcher that there are multiple reasons 
for the significant differences which were observed on the HOME scale. A 
major factor is the level of maternal education. A very consistent relation-
ship has been demonstrated between education and scores on the HOME Scale 
(Barnard, 1979). Specifically, the higher the level of education, the higher 
the average score. From the data collected the average level ~f education 
is less for the ITT mothers than for the comparison mothers. The educa-
tional level of both groups of mothers was determined using the Hollingshead 
Scale of Education (Hollingshead, 1971). The education level is on a scale 
ranging from a low of 1 to a high of 7. This scale is broadly representative 
of the gradations of education in this society. The mean educational level 
for the 19 FIT mothers is X = 3.89 and the rank is 4. The mean educa-
tional level for the comparison group mothers is X = 4. 78 and the range is 
5. This lower educational level could account for the lower scores achieved 
in the area of maternal emotional and verbal responsivity and provision 
of appropriate plate materials. It appears that the FTT mothers are not 
selecting toys and play materials that encourage or aid developmental 
advance. 
A factor which could contribute to poor emotional and verbal respon-
sivity and little maternal involvement with the child could be the lack of parent-
ing resources available to the mother. These resources include the presence 
of close friends and family and utilization of these support systems. Are 
these resources available and not being utilized, or are they just not 
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available? In extrapolating findings from the literature, one could speculate 
that a mother whose own childhood was marked by rejection and domestic 
instability would not be likely to utilize the support systems, even if they 
were available (Patton & Gardner, 1962). The feelings of rejection and dis-
trust which could be fostered by such an early environment could be carried 
over into adult life. If a mother has not known mothering as a child, she may 
not know how to mother her own child. A question that comes to mind is: 
What is the role of socio-economic status in the FIT syndrome? Although 
nonorganic FTT has been demonstrated in all socioeconomic stratas 
(Glasert 1968; Pollitt et al., 1975), it is the observation of this author that 
limited financial resources are an important factor in establishing a predilec-
tion to FIT in this sample group. When observing FIT in all socioeconomic 
strata, one must not only assess the amount of financial resources available, 
but also how available resources are utilized. A family at risk for FIT 
syndrome may prioritize spending to the detriment of the child. This could 
account for the lower scores achieved in areas of provision of appropriate 
play materials aIXi opportunity for variety in daily stimulation. 
Marriage has been identified as a significant area of stres s for 
FIT mothers (Glaser, 1968; .Pollitt et al., 1975). From observations in 
the home J it is the opinion of this researcher that a higher rate of marital 
discord and discontent can be found among the FIT families. This leads to 
the question of the presence of a father figure or a significant male figure in 
the environment. Does a significant male or father figure affect the quality 
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of environment for the child? It has been demonstrated that married mothers 
achieved higher scores on this scale than did unmarried mothers (Barnard, 
1979). In 18 of the comparison homes a father figure was present. In 16 of 
these 18 families, the father provided some daily care of the child. 
An important factor that may affect the maternal responsivity to the 
child and involvement with the child is the amount of stress perceived in the 
mother's life. Does the mother exhibit depression? It is this author's obser-
vation that mothers of FIT children are umer more stress and exhibit more 
symptoms of depression. The increase level of stress and depression could 
be secondary to multiple factors, such as lack of parenting resources, finan-
cial resources and the presence of marital discon:l. The presence of a child 
failing to thrive and its reflection on to the mother only add to the already 
present stress. Much of the literature is concerned with the mother's psycho-
social characteristics and the role these characteristics play in the develop-
ment of the FIT syndrome (Coleman & Provence, 1957; Leonard et al., 1966; 
Fischoff et al. J 1'971). 
What is the role of birth order of the target child? Is birth order a 
significant factor to consider in identifying children at risk for FTT? Very 
little in the literature relates to this question. No strong positive correla-
tions can be made, but this author feels that the birth order may be influ-
ential in this syndrome. Demographic data from this study show that 11 
out of the 19 comparison children were first born' while only 3_ of the 19 
FTT children were first born. It could be that the target child is an added 
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financial burden to an already stressful financial situation. It could be 
that an unplanned and unwanted pregnancy leads to an increased financial 
burden which lead to a higher level of stress and sets the stage for FTT to 
occur. The target child, if la'st in the birth order, could also be a victim of 
lack of time on the part of the mother. 
A subjective opinion of this author is that not all of the comparison 
home environments are perfect environments. Some seem to be less than 
ideal. However, there is a certain characteristic about those mothers which 
allowed those particular children to grow and thrive. It seemed evident 
during these visits that the mothers of the comparison group are more aware 
of the phenomenon of early development. They seem to be more conscientious 
in encouraging developmental advance; to be able to anticipate the develop-
mental milestones and aid the child in developmental progress. The home 
setting of these families is also different in that the setting of the FTT 
families seems stark and bare as compared to the thriving families in which 
many items, such as books and nick -nacks, are on display. 
The second research question pertains to the significant differences 
observed during maternal-infant interaction. The FTT group scores con-
siderably lower in the areas of maternal sensitivity to cues, social-emotional 
growth fostering, cognitive growth fostering and the infant's clarity of cues. 
Many of the reasons discussed. above are applicable to this research ques-
. tion. 
Lack of education on the part of the mother of an FTT child could be 
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a very real cause for little or no social-emotional and cognitive growth fos-
tering. These mothers may be unaware of the developmental processes 
that occur during early childhocx:l. A mother who has a child during teenage 
years may not have an opportunity for completing or furthering her educa-
tion. In a sense, the mother may also be victim of neglect. 
Again, the lack of or inadequate utilization of parenting resources or 
support systems may affect the maternal-infant interaction. A frustrated 
mother may have no one to turn to for assistance or may be embarrassed to 
seek out assistance. To do so might provoke feelings of failure within the 
mother, which in turn could affect interaction. Many mothers feel that they 
must meet the expectations that may be placed upon them by family, culture, 
or religion. 
The amount of time it takes to feed the child is also of importance. 
Is the feeding looked upon as a time for socializing or is it considered a 
chore? Does the mother perceive it as a frustrating task (Elmer, 1960)? Is 
the feeding time used as a time for encouraging developmental or social 
advance? Or is it looked upon as something to get done as quickly as possible? 
This researcher feels that the scores in the areas of social-emotional growth 
fostering and cognitive growth fostering may answer these questions. Gener-
ally, the comparison mothers spent a greater amount of time with the child 
during the feeding interaction than did the mothers of the FTT children. 
One question that arises from this data is that of early separation of 
mother and infant. Were the FIT mothers and infants separated more often 
and for longer pericxis of time than the comparison group? Much of the 
literature supports the theory that a major component of disorders of 
mothering may be separation of the mother and infant during the infant's 
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first critical hours of life (Klaus & Kennell, 1976). The author speculates 
here that the FTT mothers may have experienced separation from their infants 
at earlier times in the infant's life and for longer pericxis of time. These sepa-
rations do not provide a solid base upon which a strong maternal-infant attach-
ment could be formed. 
The study shows that FIT dyads score lower on clarity of infant cues. 
It is possible the infant is giving confusing cues to the mother or no cues at 
all. Is there a lack of communication? Or is the mother incorrectly inter-
preting the cues? This author feels that perhaps the infant is perceiving the 
feelings of frustration from the mother and therefore cannot react appropriately 
to the mother. Perhaps the infant is perceived as difficult by the mother. The 
mother's increased level of frustration could be transmitted to the infant 
causing a greater level of frustration in the infant. 
In summary, the preceding discussion presents the significant differ-
ences observed between the two groups in both the environment and maternal-
infant interaction. Speculations have been made as to why certain differences 
occurred. 
Because of the significant differences that were observed between the 
two groups, this author feels that the assessment tools could be used to aid 
in identifying families at risk for FTT. Research findings have shown that 
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the HOME Scale is successful in screening families that are at risk for 
developmental retardation; identification of families at risk for malnutrition; 
and moderate to strong correlations were demonstrated between the HOME 
Scale and measures of cognitive and social development (Barnard, 1979). 
Barnard (1979) has used the Feeding Scale as part of an extensive assessment 
battery to develop methods to identify children at risk or in adverse situations. 
By utilizing these two screening tools within the predictive nursing frame-
work, families at risk could be identified earlier and primary intervention 
instituted • 
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CHAPTER VI 
NURSING IMPLICATIONS, RECOMMENDATIONS, 
AND SUMMARY 
Nursing Implications 
It is the opinion of this author that this research study achieved its 
purpose. A significant difference was observed in the environment and 
maternal-infant interaction between nonorganic FIT children and thriving 
children. However, it is the literature review and conceptual framework 
which allude to the key role which the nurse clinician can assume. A major 
function of the nurse clinician is prevention of health problems, which pro-
motes high level wellness. Ideally, the clinical setting of the nurse clinician 
provides a framework for the early detection and prevention of nonorganic 
FTT. The predictive nursing model provides for early awareness of the 
factors which can affect a family system, thereby leading to FTT. By adapt-
ing the predictive nursing model to nonorganic FTT, the nurse clinician 
achieves the goal of early identification and primary intervention in this 
syndrome. 
Familiarity with the early signs of FTT within the family and the par-
ticular child at -risk is another responsibility of the nurse clinician. Having 
an understanding of the facilitating environmental factors and problems 
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relevant to FTT assists the clinician in early identification of these families 
am children who are at risk. The information obtained enables the clinician 
to make accurate assessments and initiate appropriate intervention where 
needed. This intervention can include the appropriate consultations and 
referrals if they are deemed as necessary. With the basic information of 
nonorganic FTT and family systems, the nurse clinician is able to work with 
the family and other health care disciplines to prevent the occurrence of this 
syndrome. 
Education of parents can be an important factor in prevention of FTT. 
As a health care provider, the nurse clinician can become involved with 
educating parents about their parenting skills. These classes could also 
include expectant parents or could be more fully incorporated into existing 
prenatal classes. With the information obtained from the environmental 
am maternal-infant interaction assessment, the clinician could provide the 
feedback to parents regarding the parenting skills which need improvement. 
The clinician can then assist these parents in achieving competency in their 
skills. The nurse clinician can also be an important facilitator of counseling 
and education for families in which the syndrome already exists. 
The multidisciplinary approach to intervention in the FTT syndrome 
is very important in promoting quality of care for the affected child and. 
family. The clinician can share· the information gained from the environmen-
tal and interaction assessments with other health care diSCiplines, thereby 
utilizing a multidisciplinary approach. The nurse clinician should be 
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familiar with community resources concerned with FTT. The familiarity 
enables a multidisciplinary approach wherein conferences, consultations and 
referrals are readily accessible. The multidisciplinary approach can also 
assist in promoting prevention through education. 
Another implication is providing information to nurses about current 
research findings on the nonorganic FTT syndrome through seminars am 
program lectures by authorities on the subject. Nonorganic FIT should 
be incorporated into nursing education in the pediatric area and also in the 
areas of nursing care of family. Ideally, nursing education would include 
training in the use of both the environmental and maternal-infant interaction 
assessment scales as part of their total health assessment. 
In summary, the nurse clinician with a knowledge of this syndrome 
has a great opportunity to promote prevention of FIT through facilitating 
early identification, parent education and quality health care. Proper know-
ledge and utilization of resources that are available are vital assets to the 
nurse clinician. 
Limita tions 
Because this approach to research concerning nonorganic FIT is new, 
the possibilities for further research are vast. The limitations of the study 
also provide indications for further research in this area. 
The limitations of this study are identified in the following discussion. 
Some have been mentioned elsewhere in the context of this study. The 
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limitations include: (1) the small sample size, (2) the time and budget 
constraints, (3) that distress was not observed during the majority of feeding 
interactions; therefore, maternal response to distress could not accurately 
be assessed, (4) father-infant interactions and the role of siblings could not 
be incorporated into this study (due to time and budget constraints), (5) the 
bias which may have been imposed due to the subjects' willingness to partici-
pate in the study, (6) the observer effect, and (7) the investigator assuming 
the role of observer. . 
Recommendations 
The limitations of this study offer suggestions and recommendations 
for further research: 
1. A replication study utilizing a larger sample size. 
2 • A study of the father -infant interaction in nonorganic FIT. 
3. A study of the roles of the siblings in nonorganic FTT. 
4. A longitudinal study in six months. 
5. A replication study utilizing a different culture. 
6. A study of incidence of FIT among the siblings of FIT children. 
7. A study utilizing religion as a variable in the study. 
Summary 
The purpose of this study was to determine differences between the 
environment of children with nonorganic FIT and children who are thriving. 
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The areas evaluated in the environmental assessment were (1) the emotional 
ani verbal responsivity of the mother, (2) avoidance of restriction and punish-
ment, (3) organization of the physical and temporal environment, (4) provision 
of appropriate play material, (5) maternal involvement with the child, and (6) 
opportunities for variety in daily stimulation. 
The areas evaluated during the maternal-infant interaction were: (1) 
the parent's sensitivity to cues, (2) the response to distress,· (3) the social-
emotional growth fostering provided by the parent, (4) the cognitive growth 
fostering provided by the parent, (5) the clarity of the child's cues, ani (6) the 
child's responsiveness to parent. The purpose developed into the two major 
research questions, with six subquestions each, of the study. 
The literature review indicated that FTT is a complex problem with 
more than one etiological factor. The child f s environment and the maternal-
infant interaction are two such factors. Prevention of the FTT syndrome is 
possible through early identification and intervention as has been explained 
in the Barnard predictive nursing model. 
The research design was descriptive am comparative, involving FTT 
children and mothers, and thriving children and mothers within the Salt Lake 
area. Data was collected utilizing observational assessments of the environ-
ment and maternal-infant interaction within the home setting. 
The data analysis involved the scores achieved by both groups on the 
HOME Scale and the Barnard Feeding Scale. A significant difference was 
obtained on both scales. The comparison group scored relatively higher 
47 
than the FIT group on both scales. The scores were analyzed using the 
Wilcoxon Matched -pairs Signed -rank Test. The statistical T am level of 
significance were determined for all subscales for both groups. 
Significant differences in the environment am maternal-infant inter-
action have been observed between the two groups. It is the responsibility 
of the nurse clinician to utilize this information to aid in early identification 
of the syndrome. It is imperative that the nurse clinician be aware of families 
at risk for FTT syndrome. Within the nurse clinician role many opportunities 
are available for the clinician to practice preventative nursing using the 
Barnard Model. 
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Perinatal Life circum- ~ Parent -child Child 
Factors r-. stances Interaction Outcomes 
e.g.: Maternal i- e.g.: Teaching Physical 
health status behavior Health 
Infant health Learning ~ Cognitive 
status behavior Development 
Feeding Social-adaptive 
Child ~ behavior Development 
4 Characteristics 
..-










Birth to Three 
Yes No 
I. Emotional and Verbal R esponsivity of Mother 
1. Mother spontaneously vocalizes to child at least twice 
during visit (excluding scolding. 
2. Mother responds to child f s vocalizations with a verbal 
response. 
3. Mother tells child the name of some object during visit 
or says name of person or object in a "teaching" style. 
4. Mother's speech is distinct, clear, and audible. 
5. Mother initiates verbal interchanges with observer--
asks questions, makes spontaneous comments. 
6. Mother expresses ideas freely and easily and uses 
statements of appropriate length for conversations 
(e.g., gives more than brief answers). 
*7. Mother permits child occasionally to engage in 
"messy" types of play. 
8. Mother spontaneously praises child's qualities or 
behavior twice during visit. 
9. When speaking of or to child, mother's voice conveys 
positive feeling. 
10. Mother caresses or kisses child at least once during 
visit. 
Subs core 
II. Avoidance of Restriction and Punishment 
12. Mother does not shout at child during visit. 
13. Mother doesn't express overt annoyance with or 
hostility toward child. 
14. Mother neither slaps nor spanks child during visit. 
*15. Mother reports that no more than one instance of 
physical pWlishment occurred during the past week. 
16. Mother does not scold or derogate child during visit. 
17. Mother does not interfere with child's actions or 
restrict child's movements more than three times 
during visit. 
*Items from Categories I and II which may require direct questions.) 
Source: Caldwell, B. M. Home observation for measurement of the en-
vironment manual. Little Rock, Arkansas: University of 
Arkansas, 1978. Used by permission. 
18. At least ten books are present and. visible. 
*19. Family has a pet. 
Subs core 
III. Organization of Physical and Temporal Environment 
20. When mother is away, care is provided by one of 
three regular substitutes. 
21. Someone takes child into grocery store at least once 
a week. 
22. Child gets out of house at least four times a week. 
23. Child is taken regularly to doctor's office or clinic. 
*24. Child has a special place in which to keep his toys 
and "treasures. U 
25. Child's play environment appears safe and free of 
hazards. 
Subscore 
IV. Provision of Appropriate Play Materials 
26. Child has some muscle activity toys or equipment. 
27. Child has push or pull toy. 
28. Child has stroller or walker, kiddie car, scooter, 
or tricycle. 
29. Mother provides toys or interesting activities for 
child during interview. 
30. Provides learning equipment appropriate to age--
cuddly toy or role-playing toys. 
31. Provides learning equipment appropriate to age--
mobile, table and chairs, high chair, play pen. 
32. Provides eye -hand coordination toys - -items to go in 
and out of receptacle, fit together toys, beads. 
33. Provides eye-hand coordination toys that permit 
combinations --stacking or nesting toys, blocks or 
building toys. 




V. Maternal Involvement with Child 
35. Mother tends to keep child within visual range 
and to look at him often. 
36. Mother "talks" to child while doing her work. 
37. Mother consciously encourages developmental 
advances. 
38. Mother invests "maturing" toys with value via her 
attention. 
39. Mother structures child's play periods. 
40. Mother provides toys that challenge child to develop 
new skills. 
Subscore 
VI. Opportunities for Variety in Daily Stimulation 
41. Father provides some caretaking every day. 
42. Mother reads stories at least three times weekly. 
43. Child eats at least one meal per day with mother 
and father. 
44. Family visits or receives visits from relatives. 








1. Parent positions child so that child is safe but can 
move his arms. 
2. Parent positions child so that the child's head is 
higher than hips. 
3. Parent positions child so that trunk-to-trunk contact 
is maintained during more than half of the breast 
or bottle feeding (50%). 
4. Parent positions child so that eye -to -eye contact is 
possible. 
5. Parent's face is at least 7 -8 inches or more from the 
child's face during feeding except when kissing, 
caressing, hugging or burping the child. 
6. Parent smiles, verbalizes, or makes eye contact with 
child when child is in open -face -gaze position. 
7. Parent comments verbally on child t s hunger cues prior 
to feeding. 
8. Parent comments verbally on child t s satiation cues 
before terminating feeding. 
9. Parent varies the intensity of verbal stimulation during 
feeding. 
10. Parent varies intensity of rocking or moving the child 
during the feeding. 
11. Parent varies the intensity of touch during the feeding. 
12. Parent allows pauses in feeding when the child incH-
cates by cry face, halt hand, back arching, pulling 
away, pushing focxi away t tray pounding, turning head, 
shaking head no or saying "no tf or falling asleep or 
when child is in pause phase of the burst-pause 
sequence of sucking (75% of the time). 
13. Parent slows pace of feeding or pauses when child 
averts gaze, places hand-to-ear" hand-to-mouth, 
hand-behind-head, hand-back-of-neck, hands over 
stomach, yawns, rubs eye or displays feet move-
ment (75% of the time). 
54 
Yes No 
Source: Barnard, K. E., & Douglas, H. B. Child health assessment, Part 
II: The first year of life. DHEW Publication No. HRA 79-25, June, 
1979. Used by permission. 
14. Parent terminates the feeding when the child turns 
head, falls asleep, compresses lips, pushes 
food away, shakes head "no" or says "no, " once 
or more or after other methods (repositioning, 
burping, or waiting) have proved unsuccessful. 
* 15. Parent does not interrupt child t s sucking or chewing 
by removing the nipple, jiggling the nipple, or 
. offering the child more or other kinds of food 
while child is eating. 
*16. Parent does not offer food when the child looks away, 
looks down, turns away or turns around. 
Subscale Total 
II. Response to Distress (Indicate on line whether occurred 
or not; if no distress, mark each like "Yes".) 
17. Stop or start feeding in response to the child's 
distress. 
18. Change the child's position in response to child's 
distress. 
19. Make positive or sympathetic verbalization in 
response to child's distress. 
20. Changes voice volume to softer or higher pitch 
in response to child's distres s. 
21. Makes soothing non -verbal efforts in response to 
child's distres s. 
22. Diverts child's attention by playing games, intrcxluc-
ing a toy, or making faces in response to child's 
distress. 
23. Parent does not make negative verbal response in 
response to child's distress. 
24. Parent does not make negative comments to home 
visitor about child in response to child's distress. 
25. Parent does not yell at the child in response to his 
distress. 
26. Parent does not use abrupt movements or rough 
handling in res panse to child's distres s • 
27. Parent does not slap, hit, or spank child in response 
to distress. 
Subscale Total 
*Need only occur once to score "No. " 
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Yes No 
III. Social-emotional Growth Fostering 
28. Parent pays more attention to child during feeding 
than to other people or things in environment. 
29. Parent is in enface position for more than half of 
the feeding time (50%). 
30. Parent succeeds in making eye contact with child once 
during feeding. 
31. Parent's facial expression changes at least twice 
during feeding. 
32. Parent engages in social forms of interaction (plays 
games with child) at least once during the feeding. 
33. Parent uses positive statements 1n talking to child 
during the feeding. 
34. Parent praises child or some quality of the child' s 
behavior during the feeding. 
35. Parent hums, croons, sings or changes the pitch 
of his /her voice during the feeding. 
36. Parent laughs or smiles during the feeding. 
37. Parent uses gentle forms of touching during the 
feeding. 
38. Parent smiles, verbalizes or touches child within 
5 seconds of child smiling or vocalizing at parent. 
39. Parent does not compress lips, grimace, or frown 
when making eye contact with child. 
40. Parent does not slap, hit, shake, or grab child or 
child • s extremities during the feeding. 
41. Parent does not make negative or uncomplimentary 
remarks to the child or home visitor about the child 
or child' s behavior. 
Subscale Total 
IV. Cognitive Growth Fostering 
42. Parent provides child with objects, finger foods, 
toys , and/or utensils. 
43. Parent encourages and/or allows the child to explore 
the breast, bottle, cup, bowl or the parent during 
feeding. 
44. Parent talks to the child using two words at least 
three times during the feeding. 
45. Parent verbally describes some aspect of the food or 




46. Parent talks to child about things other than food, 
eating, or things related to the feeding. 
47. Parent uses statements that describe, ask questions 
or explains consequences of behavior more than 
commands in talking to the child. 
48. Parent verbalizes to child within five seconds after 
child has vocalized. 
49. Parent verbalizes to child within five secorrls after 
child's movement of arms, legs, hands, head, trunk. 
50. Parent does not talk baby talk. 
Subscale Total 
Clarity of Cues 
51. Child signals readiness to eat. 
52. Child displays a build -up of tension at the beginning 
of feeding. 
53. Child demonstrates a decrease in tension within a 
few minutes after feeding has begun .. 
54. Child has period s of alertnes s during the feeding. 
55. Child displays at least two different emotions during 
the feeding. 
56. Child has periods of activity and inactivity during 
the feed ing . 
57. Child's movements are smooth and coordinated during 
the feeding. 
58. Child's arm and leg movements are generally directed 
toward parent during feeding (not diffuse). 
59. Child makes contact with parent's face or eyes at 
least once during feeding. 
60. Child vocalizes during feeding. 
61. Child smile s or laughs during feeding .. 
62. Child averts gaze, looks down or turr;.s away during 
feeding. 
63. Child actively resists food offered. 
64. Child demonstrates satisfaction at end of feeding 
through sleep, facial expressions, decreased muscle 
tone, arms extended along side, vocalizations or 
change in activity level or mood. 
65. Child does not have more than two rapid state 











VI. Responsiveness to Parent 
66. Child responds to feeding attempts by parent during 
feeding. 
67. Child responds to games, social play or social cues 
of parent during feeding. 
68. Child looks in the direction of the parent's face after 
pa;r.ent has attempted to alert the child verbally or 
non -verbally during feeding. 
69. Child vocalizes to parent during feeding. 
70. Child vocalizes or smiles within 5 seconds of parent's 
voca lization. 
71. Child smiles at parent during feeding. 
72. Child explores parent or reaches out to touch parent 
during feeding. 
73. Child shows a change in level of motor activity within 
5 secorxis of being handled or repositioned by parent. 
74. Child shows potent negative cues during last half of 
feeding. 
75. Child shows potent negative cues within 5 seconds after 
parent moves closer than 7 to 8 inches from child~ s 
face. 
76. Child does not turn away or avert gaze from parent 
during first half of feeding. 
Subscale Total 
Total 
Home Visit Questions: 
1. Would you say this was a typical feeding? A. Yes B. No 
If no, why not? 
--------------------------------------------------
2. Were you uncomfortable during any part of the feeding due to my 
presence? A. Yes B. No 
If yes, why? 
--------------------------------------------------
3. Do you have any concerns about the feeding or your child's eating? 
A. Yes B. No 
If yes, specuy. ____________________________________________ _ 





Caldwell Home Scale -- Total Scores 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference smaller sums 
A 38 41 -3 
- 7 
B 36 37 -1 -3 
C 39 40 -1 -3 
D 33 41 -8 -13.5 
E 39 34 5 11 11 
F 34 38 -4 -9 
G 40 36 4 9 9 
H 26 35 -9 -15.5 
I 31 39 -8 -13.5 
J 32 41 -9 -15.5 
K 32 33 -1 -3 
L 30 44 -14 -18 
M 38 39 -1 -3 
N 36 40 -4 -0 
0 38 39 -1 -3 
P 35 37 -2 -6 
Q 30 40 -10 -17 
R 24 42 -18 -17 
S 34 41 -7 -12 
N=10 P < .01 T=20 
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Table 4 
Emotional and Verbal Responsivity of Mother 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference smaller sums 
A 10 11 -1 -5 
B 9 9 0 
C 11 10 1 5 5 
D 10 11 -1 -5 
E 11 10 1 5 5 
F 11 10 1 5 5 
G 11 10 5 ~ 5 
H 9 10 -1 -5 
I 10 9 1 5 5 
J 10 10 0 
K 10 8 2 11 11 
L 8 11 -3 -14 
M 10 10 0 
N 11 11 0 
0 11 10 1 5 5 
P 8 10 -2 -11 
Q 7 10 -3 -14 
R 8 11 -3 -14 
S 9 11 -2 -11 
N=15 Not significant at .05 leve 1 T=-41 
62 
Table 5 
Avoidance of Restriction and. Punishment 
Matched No norganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 6 7 -1 -3.5 
B 7 6 1 3.5 3.5 
C 7 7 0 
D 6 7 -1 -3.5 
E 7 7 0 
F 6 6 0 
G 7 5 2 8 8 
H 7 7 0 
I 7 7 0 
J 2 7 -5 -11 
K 6 7 -1 -3.5 
L 5 8 -3 -10 
M 7 6 1 3.5 3.5 
N 7 5 2 8 8 
0 5 5 0 
P 6 6 0 
Q 7 7 0 
R 6 7 -1 -3.5 
S 8 6 2 8 8 
N=11 Not significant at • 05 level T=31 
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Table 6 
Organization of Environment 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 6 6 0 
B 6 6 0 
C 6 5 1 4.5 4.5 
D 6 5 1 4.5 4.5 
E 5 5 0 
F 5 5 0 
G 7 5 2 10 10 
H 4 5 -1 -4.5 
I 6 6 0 
J 6 6 0 
K 5 6 -1 -4.5 
L 4 6 -2 -10 
M 6 6 0 
N 5 6 -1 -4.5 
0 7 5 2 10 10 
P 6 5 1 4.5 4.5 
Q 3 6 -3 -12 
R 5 6 -1 -4.5 
S -5 6 -1 -4.5 
N=12 Not significant at .05 level. T=33.5 
6.4 
Table 7 
Provision of Appropriate Play Material 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 9 9 0 
B 7 8 -1 -1.5 
C 9 9 0 
D 7 9 -2 -6.5 
E 9 5 4 11.5 11.5 
F 7 9 -2 -6.5 
G 7 9 -2 -6.5 
H 2 6 -4 -11.5 
I 1 8 -7 -13 
J 9 9 0 
K 9 9 0 
L 7 9 -2 -6.5 
M 8 8 0 
N 8 8 a 
0 7 9 -2 -6.5 
P 6 8 -2 -6.5 
Q 6 8 ~2 -6.5 
R 1 9 -8 -14 
S 7 9 -2 -6.5 
N =14 P < .01 T=II.5 
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Table 8 
Maternal Involvement with Child 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 6 5 I" 3 3 
B 4 6 -2 -8 
C 2 5 -3 -13.5 
D 2 5 -3 -13.5 
E 5 5 0 
F 2 5 -3 -13.5 
G 5 4 1 3 3 
H 3 5 -2 -8 
I 5 6 -1 -3 
J 4 6 -2 -8 
K 5 4 1 3 3 
L 4 6 -2 -8 
M 5 6 -1 -3 
N 3 6 -3 -13.5 
0 6 6 0 
P 6 4 +2 +8 8 
Q 3 6 -3 -13.5 
R 2 6 -4 -17 
S 2 5 -3 -13.5 
N=17 P < .01 T=17 
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Table 9 
Opportunities for Variety in Daily Stimulation 
Matched Nonorganic Rank of Rank with 
Pairs FTT Comparison Difference Difference Sinaller sum 
A 1 3 -2 -11.5 
B 3 2 1 4.5 4.5 
C 4 4 
D 2 4 -2 -11.5 
E 2 2 0 
F 3 3 0 
G 3 3 0 
H 2 -1 -4.5 
I 2 3 -1 -4.5 
J 1 3 -2 -11.5 
K 2 3 -1 -4.5 
L 2 4 -2 -11.5 
M 2 3 -1 -4.5 
N 2 4 -2 -11.5 
0 2 4 -2 -11.5 
P 3 4 -1 -4.5 
Q, 3 3 0 
R 2 3 -1 -4.5 
S 3 4 -1 -4.5 
N=14 P < .01 T=4.5 
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Table 10 
Total Scores: Barnard Feeding Scale 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 52 70 -18 -15.5 
B 54 60 -6 -8 
C 66 67 -1 -2.5 
D 61 68 -7 -9 
E 68 69 -1 -2.5 
F 64 68 -4 -6.5 
G 74 70 '+4 +6.5 +6.5 
H 60 71 -11 -10.5 
I 60 71 -11 -10.5 
J 67 68 -1 -2.5 
K 50 65 -15 -12.5 
L 47 70 -23 -17 
M 67 68 -1 -2.5 
N 53 68 -15 -12.5 
0 68 68 0 
P 57 60 -3 -5 
Q 50 67 -17 -14 
R 44 68 -24 -18 
S 50 69 -18 -15.5 
N=18 P < .01 T=6.5 
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Table 11 
Sensitivity to Cues 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 10 12 -2 -10 
B 10 14 -4 -15 
.. 
C 13 13 0 
D 14 15 -1 -4.5 
E 15 16 -1 -4.5 
F 15 14 +1 +4.5 4.5 
G 16 13 +3 +12.5 12.5 
H 15 16 -1 -4.5 
I 11 16 -5 -17 
J 15 12 +3 +12.5 12.5 
K 10 14 -4 -15 
L 7 15 -8 -18 
M 13 14 -1 -4.5 
N 12 13 -1 -4.5 
0 15 13 +2 10 10 
P 11 13 -2 -10 
Q 10 14 -4 -15 
R 11 12 -1 -4.5 
S 13 14 -1 -4.5 
N=18 P < .05 T=39.5 
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Table 12 
Response to Distress 
Matched No nor ga nic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 11 11 0 
B 10 11 -1 -2.5 
C 11 11 0 
D 11 11 0 
E 11 11 0 
F 11 11 0 
G 11 11 0 
H 10 11 -1 -2.5 
I 10 11 -1 -2.5 
J 11 10 +1 2.5 2.5 
K 11 11 0 
L 11 11 0 
M 11 11 0 
N 11 11 0 
0 11 11 0 
P 11 7 +4 6 6 
Q 8 11 -3 -5 
R 11 11 0 
S 11 11 0 
N=6 Not significant at .05 level T=8.5 
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Table 13 
Social-Emotional Growth Fostering 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Differences Differences Smaller sums 
A 9 14 -5 -12 
B 8 11 -5 -8.5 
C 13 12 1 2.5 2.5 
D 12 13 -1 -2.5 
E 12 13 -1 -2.5 
F 13 13 (0) 
G 14 14 0 
H 11 13 -2 -6 
I 9 13 -4 -10.5 
J 11 13 -2 -6 
K 8 12 -4 -10.5 
L 10 12 -2 -6 
M 13 13 0 
N 13 13 0 
0 13 13 0 
P 11 12 -1 -2.5 
Q 10 13 -3 -8.5 
R 7 14 -7 -14 
S 7 13 -6 -13 
N=14 P < .01 T=2.5 
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Table 14 
Cognitive Growth Fostering 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Differences Smaller sums 
A 2 8 -6 -18 
B 4 5 -1 .. 2.5 
C 7 9 -2 -5.5 
D 3 8 -5 -15 
E 8 8 0 
F 4 9 -5 -15 
G 9 8 1 2.5 2.5 
H 5 9 -4 -10.5 
I 7 8 -1 -2.5 
J 8 9 -1 -2.5 
K 3 7 -4 -10.5 
L 4 9 -5 -15 
M 5 7 -2 -5.5 
N. 3 8 -5 -15 
0 6 9 -3 -7.5 
P 5 8 -3 -7.5 
Q 3 7 .. 4 -10.5 
R 4 9 -5 -15 
S 4 8 -4 -10.5 
N=18 p (' .01 T=2.5 
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Table 15 
Clarity of Cues 
Matched Nonorganic Rank of Ranks with 
Pairs FTT Comparison Difference Difference Smaller sums 
A 13 15 -2 -10 
B 13 12 1 4 4 
C 13 12 1 4 4 
D 13 12 1 4 4 
E 13 13 0 
F 11 12 -1 -4 
G 14 15 -1 -4 
H 12 14 -2 -10 
I 12 14 -2 -10 
J 13 15 -2 -10 
K 13 15 -2 -10 
L 10 13 -3 -11 
M 15 14 1 4 
N 9 14 -5 -12.5 
0 14 14 0 
P 12 12 0 
Q 12 13 -1 -4 
R 8 13 -5 -12.5 
S 12 14 -2 -10 
N=15 p < .02 T=16 
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Table 16 
Responsiveness to Parent 
Matched Nonorganic Rank of Ranks with 
Pairs FIT Comparison Difference Difference Smaller sums 
A 7 10 -3 -12.5 
B 9 7 2 10.5 10.5 
C 9 9 0 
D 8 9 -1 -5 
E 9 8 1 '5 5 
F 10 9 1 5 5 
G 10 9 1 .5 5 
H 7 8 -1 -5 
I 10 9 1 '5 5 
J 9 9 0 
K 6 9 -3 -12.5 
L 5 10 -5 -15.5 
M 10 9 1 5 5 
N 5 9 -4 -14 
0 9 8 +1 5 
P 7 8 -1 -5 
Q 7 9 -2 -10.5 
R 3 9 -6 -17 
S 4 9 -5 -15.5 
N=17 Not significant at .05 level T=40.5 
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